DIRECT infusion of fluid into the pleural cavity via a cannula is a dangerous complication of subclavian venepuncture. Three previous cases have been reported (Smith et al., 1965; Matz, 1965; Schapira & Stern, 1967 On arrival in the operating theatre he had a blood pressure of 80/40 mmHg and the subclavian cannula recorded a pressure of + 2 cm H20 with good respiratory fluctuation. Laparotomy revealed pyloric stenosis with a pre-pyloric ulcer 5 cm in diameter. Control of the haemorrhage was achieved and a Polya partial gastrectomy done.
of normal saline. Four of the units of blood and the 1 1 of saline were transfused through the subclavian vein cannula. All the transfusions were assisted by Martin's pumps.
Throughout the resuscitation he continued to have severe haematemesis with little improvement in his clinical state. It was decided that emergency laparotomy was necessary.
On arrival in the operating theatre he had a blood pressure of 80/40 mmHg and the subclavian cannula recorded a pressure of + 2 cm H20 with good respiratory fluctuation. Laparotomy revealed pyloric stenosis with a pre-pyloric ulcer 5 cm in diameter. Control of the haemorrhage was achieved and a Polya partial gastrectomy done.
During the anaesthetic it was noticed that respiratory movement was reduced on the left side of the chest. Auscultation revealed reduced air entry on that side. The endotracheal tube was withdrawn to its limit in case of right bronchial intubation. Endotracheal suction and hyperventilation was carried out with no improvement. As the patient's colour was good and as there had been no deterioration during the anaesthetic it was decided to complete the operation and assess the chest fully afterwards. During the operation a further 8 units of blood were given into the saphenous vein cannulae. The left subclavian vein cannula was used for monitoring venous pressure.
Throughout it showed a good respiratory swing and recorded pressures varying from 0 to + 6 cm H20.
After operation, a chest X-ray taken on the table showed a large left pleural effusion (Fig. 1) . A diagnostic tap showed this to be blood. A size 20 Argyle chest drain was inserted into the second intercostal space in the mid clavicular line of the front of the left chest. Four litres of blood were removed from the chest. The chest movements improved and air entry became normal.
Fifteen millilitres of 40Y Hypaque were injected down the subclavian cannula and a further chest X-ray taken (Fig. 2) . This showed the cannula lying freely in the pleural cavity with overspill of the dye. The cannula was withdrawn and a compression dressing put on the neck.
Flo. 1. Chest X-ray showing haemothorax before aspiration. (Flanagan et al., 1969) occurred in the head up position. The supraclavicular approach as described by Yoffa (1965) is probably the safest, with the needle angled 15°forward relative to the coronal plane. This directs the point of the needle away from the pleural dome and reduces the risk of pneumothorax. The right side of the neck is safest as the pleural dome is lower and is less easily damaged. The course of the great veins from subclavian to right atrium is almost straight which simplifies cannulation. Bilateral punctures should be avoided because of the dangers of bilateral pneumothoraces. The cannula should be aspirated and blood seen to flow freely before transfusion is begun. Finally, a chest X-ray should be taken as soon as possible after cannulation.
Published reports are sharply polarized between those who consider the subclavian cannula to be the most satisfactory route for central venous monitoring (Longesbeam et al., 1965; Yoffa, 1965; Defalgue, 1968; Craig et al., 1968) and those who feel that the serious complications warrant the abandonment of the technique (Smith et al., 1965; Matz, 1965; Schapira & Stern, 1967 She continued to bleed profusely per rectum and was transfused with 9 pints of blood over 5 days. By 17 August the swelling of the gums were most marked on the interdentate papillae as seen in scurvy-the so-called scurvy buds (Fig. 1 ). Prednisone was then immediately stopped and vitamin C 500 mg was given intramuscularly followed by 500 mg on the next day. There was then a prompt cessation of bleeding and the swollen haemorrhagic gums began to subside rapidly. 
